A: Coronal CT showsthe almostcomplete opacification of the rightsphenoidsinusand afluid level in theleftsphenoidsinus. B: Telescopic view (0°, 4 mm) of theposterior portionof therightnasal cavity shows the purulent discharge (arrow) in the area of the sphenoethmoid recess just medial to the superior turbinate (ST). (MT = middle turbinate; IT =inferior turbinate; NP =nasopharynx.) C: The pus continues to drainfrom the sphenoid sinus between the superior turbinateand the nasal septum, a finding that is typical of purulent sphenoid sinusitis. D : Purulent discharge is suctioned out with the microdebrider (MD), and the sphenoidotomy isperformed with resection of the inferior portion of the superior turbinate.
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A 42-year-old man presented with a 2-year history of foul-tasting postn asal drain age. He said th at th e dr ainage would resolve temp orarily after he was given an antibiotic by his family physician, only to recur after several months. More recently, when th e drainage was more bothersom e, he would also notice a dull pain at th e occiput . Th e occipital headache would also improve after a cour se of an antibiotic. He had no significant nasal discharge and no facial pain .
On examination, th e nose was unr emarkable. However, computed tom ography (CT) of the sinuses showed an almos t complete opacification of th e larger right sphenoid sinus and a fluid level in the smaller left sph enoid sinus (figur e, A). All the other sinuses were normal. Endo scopic examination revealed that the middle meatu ses were unremarkable, but examination of the area of the right sphenoethmoid recess revealed purulent discharge over the ant erior face of the sphenoid sinus (figure, B) . Examination of this area after spraying with 3% ephedrine solution revealed further purulent discharge in the sphenoethmoid area (figure, C). A clinical diagnosis of purulent sphenoid sinusitis was made. The patient elected to und ergo endoscopic sphenoidotomies.
A right powered endoscopic sphenoid sinusotomy was performed with a 0°telescope and a microdebrider (figure, D). The sphenoethmoid recess was extrem ely narrow, and the ostium of the sphenoid sinus was barely seen. The inferior portion of the right superior turbinate was resected with the microdebrider, and the sphenoid sinus ostium was enlar ged medially and inferiorly. The sinus was suctioned out. The mucosa was not disturbed. The left endoscopic sphenoidotomywas also carried out in a similar manner. The patient had no further symptoms postoperatively. Endo scopic ex-amination 4 months postoperat ively revealed a widely patent sphenoid ostium and no discharge.
Isolated persistent sphenoid sinusitis is not uncommon. When medical treatment fails to clear the sinusitis, endo scopic sinus surgery can be offered. A transnasal approach to th e sphenoid sinus has been described, with the superior turbinate used as a landmark, particularly when the natural sphenoid ostium is not easily seen.' Use of a microdebrider offers an efficient method of dissection to enlarge the natural sphenoid ostium. '
Isolated chronic sphenoid sinusitis can be effectively diagno sed by office endoscopic evaluation and CT. Tran snasal powered endoscopic sphenoid sinusotomy is a safe and effective treatment approach for isolated sphenoid sinusitis .
